She consulted him on December 11, 1924, on account of severe pains in the hypogastric region and frequency of micturition. The pain, she said, " doubled her up," and became more acute and severe when she stooped. Micturition was very frequent both day and night. A similar attack had occurred three months previously, but as the menses were present at the time the patient had disregarded the pain.
On examination, a tense, fixed swelling was palpable, bimanually, in front of the uterus. It could not be displaced. The uterus was completely retroverted and very low in the pelvis. A diagnosis of ovarian cystic teratoma was made, chiefly owing to the consistency of the tumour.
At the operation a cyst was found impacted in the pelvis in front of the uterus and between the layers of the mesentery of the small intestine, which had prolapsed into the pelvic cavity. It was enucleated from the mesentery and proved to be a unilocular cyst with a fibrous wall, containing thick cream-like fluid uniform in consistence.
The patient made a normal recovery and has since remained well. Pathological Report. -Dr. Haswell Wilson has kindly furnished me with the following report upon the specimen: "The fluid from the mese4teric cyst appears to be chylous in nature. It contains many globules of fat with many degenerated nuclei. The cells present are mostly lymphocytes. No organisms of any kind are found in films or cultures. The wall of the cyst is composed of fibrous tissue, with an imperfect lining of endothelium."
Dr. H. RUSSELL ANDREWS (President) in discussing the first specimen said he thought that separation of the vagina from below, and then abdominal hysterectomy followed by removal of the vagina from above, was the more thorough operation, though removal of both vagina and uterus from below might give very good results. He referred to a patient of his own who was in excellent health eighteen years after the latter operation for carcinoma of the vagina. With regard to the third specimen he said that his own experience of mesenteric cysts was confined to a few which were situated higher up than that shown by Mr. Beckwith Whitehouse. The low position of this cyst, resting on the uterus, made accurate diagnosis impossible.
Retroplacental Hamatoma from a Case of Toxemia. By A. LOUISE MCILROY, M.D.
THE patient, aged 29, 2-para, was sent up by her doctor, complaining of aedema of legs and face for two weeks. There was no headache; vomiting had been present for three months, and pain was experienced in the lower abdomen.
Some dimness of vision was present. Digestion was fairly good, but constipation was complained of. The first pregnancy and labour had been normal but the child only lived one month.
Examination revealed cedema of face, legs and abdominal wall, and the uterus felt about the size of a twenty-weeks pregnancy. Blood-pressure was 130, and the urine contained albumin.
As there was no bed avaiIable the patient was sent home, but was admitted to hospital later. On admission: no fcetal sounds audible; albumin 1'6 per cent., blood-pressure 210. Labour began on evening of admission; very slight hmorrhage, uterus very hard and tender and increasing in size. Membranes were artificially ruptured, the cervix being partially dilated. A dead fcetus (not macerated) was expelled an hour later, of about twenty weeks' maturity. A clot of blood the size of a cricket ball was expelled immediately and then the placenta. A large blood-clot was adherent to the placenta, with haemorrhage into the membranes.
The cedema was more pronounced next day. Two days later the cedema had disappeared, the urine was increased in quantity and the albumin had become reduced in amount by 0 5 per cent.
Examination of the fundus oculi gave no definite evidence of toxLmia. A fortnight later the patient was discharged much improved in health, without aedema, headache or eye symptoms; only a trace of albumin remained in the urine.
A Case of Toxmmia in Early Pregnancy with Jaundice, Hyperemesis and Multiple Neuritis. Death three weeks after termination of Pregnancy.
By JOHN S. FAIRBAIRN, M.B., and Z. MENNELL, M.B.
WE have thought this case worth putting on record because of the development of a hepatic type of toxaemia early in pregnancy, the temporary improvement following evacuation of the uterus, and the development of widespread paralysis in its final stages. When the patient was seen by us (October 17, 1924) she was extremely ill, having on the previous day returned from Switzerland, where she had been under medical treatment during six weeks for jaundice and vomiting. She was moved into a nursing home and the following outline of her previous history obtained: Age 27; married three years; previously healthy and physically welldeveloped. She had been playing tennis and leading an active outdoor life up to August 30, when the menstrual period then due did not appear. Within a few days vomiting, together with slight jaundice, came on; the jaundice increased to a moderate degree and then gradually subsided. A letter from the doctor, under whose care she had' been, stated that she had been examined under chloroform ancesthesia, a uterine displacement corrected and a pessary inserted. For the progressive weakness of the pulse camphor had been given hypodermically. Morphine had also been administered in order to secure rest and lessen vomiting. On October 17, examination in the nursing home showed extreme emaciation with hollow cheeks, sunken eyes and scaphoid abdomen. There was little colour in the face and a slight but perceptible icteric tinge of the skin and sclerotics. The tongue and lips were moist and clean and there was no fur or sordes present. Temperature was normal.
She complained greatly of pain and oppression in the chest, and extreme weakness. The most striking feature in her case was the rapid, feeble pulse, the rate being 120 to 130. The blood-pressure was 110 (systolic). The uterus could not be recognized on abdominal examination. No diminution in the area of liver dullness was detected. A pessary of the Hodge type was removed and the uterus noted to be soft, enlarged and slightly retroverted. The urine was of a very dark colour and on boiling showed a faint trace of albumin.
The excessive vomiting seemed to be the only explanation of the emaciation, feeble pulse and extreme exhaustion. That the vomiting was a symptom of a hepatic toxasmia was suggested by the jaundice having been marked early in the illness. But the almost complete disappearance of the jaundice with persistence of vomiting did not accord with this view and the possibility of hysterical vomiting was kept in sight. There was a strong suggestion of this suspicion, as her two elder sisters had both suffered from hyperemesis so severe that abortion had been induced in both, and in one of them on three occasions.
As the patient was still suffering from the effects of the journey from Switzerland, it was reasonable to hope that a few days' rest might effect a decided improvement in her cardiac condition. We also wished to know whether it was possible for biochemical investigation of the blood and urine to throw light on the nature of the case, and to have the opportunity of further observation before deciding on the treatment to be adopted.
On the following morning (October 18) she was seen by Dr. de Wesselow, who drew off a few cubic centimetres of blood and took the urine passed since admission, 5 oz. in all, for examination. She was allowed all the fluid she cared to drink and in what form
